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ABSTRACT

This stug describes a proposed fee structure and fee prices for inpatient and outpatient health
services and medicines for a nationwide cost-reggwegram in the Central African Republic (CAR).
The stug was prepared at the request of the MigisfrHealth and Population (MOH). The ayss of
alternative fee options focuses on their impact on household income and on what activities and
improvements could be funded from their revenues.

The proposed fee structure would require patientsy@aghat daiy fee for inpatient services,
dependig on the ype of accommodation, eliminagjnvith two exceptions #minor outpatient gary and
childbirth), separate fees for medical procedures. It would introduce a fee for outpatient consultations and
for medicines. The stydecommends that fee revenues be retaigatdhealth facilities and that the
MOH require that thebe used to 1) resupgpiedicines and support the medicine distribution and stock
system, and 2) to pafor quality improvements.
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FOREWORD

This stug is one in a series of reports conductgdhe Health Financomand Sustainabiljt
(HFS) Prgect. HFS is a fiverear initiative funded ypthe U.S. Ayeng for International Development
(USAID). The prgect's mandate is to provide technical assistance, conduct applied research, implement
training, and disseminate information on health care fingnttinoughout the developmworld. The
prgect seeks to influence pojichamge by advanciig knowledye; testig and improvig delivery,
financing, and administrative methods; stgmening institutional capacyt and enhancuptechnical
capabilities. To date, HFS has been involved in health care figgaciivities in over 30 develogin
countries around the world.

The HFS Prject has provided short- and ¢pterm technical assistance to the Minisif Health
and Population (MOH) of the Central African Republic (CAR) since 1990 to develop and conduct related
anal/ses of a national poljoof cost recoverfor health services. Dugran HFS mission to the CAR in
November and December 1993, the MOH asked HFS to propose a comprehensive fee structure and prices
for outpatient and inpatient care to be appligdM®OH health facilities nationwide. Resolgrmolicy
issues related to the fee structure and prices was the final step needed to develop the ingplementin
regulations for the 1989 law establishim national polig of cost recover for government health
services.

To provide assistance with these finajukation issues, HFS sent a team to the capitalafit
Bargui to prepare and participate in a workshop to make decisions about the fee structure and related
implementation policies. Appendix B contains a sunynudithe proceedigs of this workshop, which
was held April 5-9, 1994, includinthe debate, decisions made about the proposal, and final
modifications made to the proposal.

Later in 1994, a Presidential Decree was issued that allowed implementation of the cost recover
policy ultimately developed ¥ the MOH and the MOH developed a set of implementegulations.
Phased implementation of the gram is scheduled for 1995. Both the HFS proposal and the MOH
proposal (and the respective modifications) are spelled out in Appendix B. The text of the Presidential
Decree is included in Appendix C.
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EXECUTIVE SUMMARY

In 1993, the Minisly of Health and Population of the Central African Republic (CAR) asked the
Health Financig and Sustainabiljt(HFS) Prgect to develop a proposal for a fee structure and prices for
inpatient and outpatient health services and medicines that could be applied in a natiorysaaie giro
cost recover. This document outlines the HFS proposal, summarizes its rationale, and evaluates its
potential impact. The stydvas orginally drafted as a bagkound paper for discussioy b smallgroup
of MOH experts, who commented on and made revisions to the proposal and then presentedetto a lar
conference of MOH representatives, as well as to representatives ofyotleenment offices and
ministries, nogovernmentagroups, and international donors.

The MOH established certain principals for cost regpaea 1989 workshop, which HFS gbiti
to follow in developimg this proposal:

A Equity for different income levels andgiens of the count;
A Access to caregéagraphic and operational);

A Resources sufficient to improve qugit

A Administrative feasibilig; and

A Efficiency.

In addition, the MOH recentlemphasized that the fee structure and price levels must represent
a balance between 1) the population's atslitd willingness to paand 2) the costs of providjrhealth
services. The HFS team therefore focused itsyaizabf alternative fee options on their impact on
household income and on the activities and improvements that could be fyrileddvenuegenerated
under each alternative.

Because thgovernment and the MOH have consistgntlaintained that thgovernment would
continue to prthe salaries of health workers, the HFS team did nogriésis proposal to recover all
annual recurrent costs of tgevernmental healthystem. Instead, the proposal focuses on recayerin
only nonsalay recurrent costs, particulgrihe costs of medicines, essential medical supplies, andyqualit
improvements such as better fagilihaintenance and improved personnel performance incentives.

THE PROPOSED FEE STRUCTURE

The proposed fee structure covers medicines, outpatient services, and inpatient services. The
bulk of this stug discusses the advages of the proposedystem, particulay its administrative
simplicity, the equi of the plan, and its abijitto meet the curremjoals for cost recovgrin the CAR.

Here is a summugrof its main features:



Medicines
A Patients pgfull cost of all inpatient and outpatient medicines at all levels of the health
system.

Outpatient Services
A Patients pga pharmag service fee or consultation fee, depegdin the level care.
A Where minor outpatient sggry is needed, patients ypa fee for outpatient sgery
instead of the consultation fee.

Inpatient Services
A Patients pgpa flat dai fee, which varies accordjrio the ype of accommodation.
A Patients also paan additional fee for child deliveservices.

The MOH specificall requested that HFS propose an alternative ttidtiee clef” hospital fee
structure then in effect under Decret 91.065. The alternative proposed here would eliminate, with two
exceptions (minor outpatient gry and childbirth), the separate fees for medical procedures and would
introduce a fee for medicines.

PRICES

The proposal sygests prices for these inpatient and outpatient medicines and servicesgofferin
“high-option” fees and “low-option” fees. eneral, the prices proposed for services at various levels
of the health wstem are deghed to recgnize lower and lgher levels of specialization amghealth
personnel and between hospitals and health centers in the capitdl Bargui compared with those
elsewhere. The proposed prices for medicineg aacordimg to the orginal cost of each medicine,
althowgh prices for each specific medicine would be the same ghout the countr. For example,
patients would pathe same price for chloroquine at all MOH health facilities, whether it was needed for
an inpatient or outpatient illness episode. The proposed medicine prices havejbhetu dd take
account of the recent devaluation of the CFA franc.

USE OF FEE REVENUE

This proposal recommends that fee revenues be retayndtk Hacilities and that the MOH
require that health facilities use fee revenues for two purposes. The topy [sitwitesuppl medicines
and to support the medicine distribution and stgskesn. The balance of revenues should be usedto pa
for quality improvements in these areas, in order of pgiorit

A essential medical supplies and equipment;
A personnel performance incentives; and
A other improvements mostdhly associated with patient perceptions of qualég.,

transport for mobile vaccination teams, fagilitaintenance, sendjipersonnel to short
training courses).



IMPACT ON HOUSEHOLDS

Data presented hereggest that the proposed fees, under both the &nd low options, would
be affordable for most of the population, espegifat middle- and upper-income households.yahe
lowest-income households would havgngficant difficulty paying these fees — for example, a seven-
member famy with an annual income of 210,000 CFAF or less, and aingnif they had one hospital
episode, a series of outpatient visits, and a childbirthgiven year. The data analis in this paper
demonstrates that ingivenyear even the lowest-income households would be able to afford a series of
outpatient visits, a childbirth, and the cost ofyfuthmunizirg that child.

In fact, the financial impact on the lowest-income households of gédth outpatient and
inpatient illnesses would be more severe under the cugrsteins than under the proposegdtem. The
proposed “low-option” fees woulgeneraly result in lower costs for outpatient episodes and yihiedl
inpatient hospital stathan under the currenystem, especiallin the case of sgery andgeneral
medicine.

IMPACT ON REVENUE AND QUALITY IMPROVEMENT

Health facilities would receive engluirevenue under both the low- andthioption fees to cover
all medicine costs and to have funds left to improve service debwel provide personnel performance
bonuses. Under the modest utilization assumptions used here, even the low-option fee would provide
revenues for notable improvements compared to the present situation. For exanygis, iartals paper
shows that even after providjfior medicine resupp| revenues under the proposed fees—even under
the low-fee option—would exceed the MOH [gatallocation to the UniversitHospital for Buigui for
all nonsalay operatimg costs in 1990, the lagear the hospital was fylloperational.

One possible exception are health posts that serve small population bases. For these, the low-
option fee mg not provide adequate funds to make necgssaprovements and provide personnel
incentives. The paper discusses options for such circumstances.

EXONERATIONS AND SUBSIDIES

On the advice of numerous people interviewgdhe HFS team in November and December
1993, this proposal recommends that no additional steps be takba MOH to establish a formal
system of exoneration. Local communities can continue to take care gérslinformaly as needed.
The current ystem of social assistance in cases of extreme need can continuethe masts of
hospitalization. In all cases, the required fees should be paid to thg facibehalf of the indent—by
the local communyt, a friend or najhbor, or the locajjovernment that provides the social assistance.

After evaluatilg the proposedystem after its firsyear in operation, the MOH could provide new
criteria for cases of “medical irgince,” based on options the waroup can discuss. The MOH also
should establish a monitogrsystem to identif whether there is a need for a more fornyastem of
exemption for hospitalizations.

Xi



This proposal recommends that the current syldsidcivil servants be eliminated or reduced
because thigroup is amog those most able to pdor health care. The data aysik in this paper shows
that thisgroup is able to panot ony for outpatient services and medicines, but also for hospitalizations,
especialf since such events do not occur gwazar. In addition, funds saveg beducirg this subsig
could be used to provide assistance togenis.

IMPLEMENTATION PLAN

Several important implementation issues are raigdtlib proposal, includiol1) the paramount
need to have aystem in place for the purchase and distribution of medicine when the new costyrecover
system is introduced, 2) the need to establish a means of yaegtihe costs of desired qualit
improvements in health facilities, 3) future plans for a limitgstean of exoneration, 4) gstem for
monitoring the impact of the cost recoyesystem, and 5) the need toyphe salaries of health workers
regularly. In addition, the worlgroup will need to discuss how to inform health workers and the public
about the newystem and what traingnand financial margement gstems will be needed under the new
system.

The workgroup also will need to discuss how to phase the implementation process and in what
areas localities should bgiven flexibility in implementig the national standards. The phased
implementation plan should take into account that the fees adopted at the start afrdra pem and
should be evaluated after the fiygstar and modified as necessar
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1.0 INTRODUCTION

This paper is meant to provide bgaobund information for a small worgroup comprised of
officials from the Ministy of Health and Population (MOH) and otlgevernment gencies who have
experience with efforts to develop a pwgliaf cost recover for health services in the Central African
Republic (CAR). This worlgroup will meet to make recommendations for fingutations to implement
a comprehensive plan of nationwide cost recpvier MOH health services. The worgroup
recommendations will cover:

A a fee structure for all levels of the health cystem;
A prices for eachype of fee proposed,;
A the use of revenues collected from fees; and

A the allocation of the MOH bugt.

In addition, the worlgroup will identify the main components of a phased implementation plan
for the new prgram to bgin in June 1994. Their recommendations in this area will cover:

A the actions needed to make the cost regopelicy operational throghout the countr,
and
A thegovernment ministries or offices responsible for giag out the main activities

The workgroup will make its recommendations to aglarworkshop chairedylthe minister of
health and comprised representatives from the MOH, angrnment ministries and offices, and
international donors. The purpose of theyéairmeetig will be to discuss the recommendations of the
work group and to reach a consensus on a final recommendation for the minister of health.

This paper provides an introduct@ummay of the proposed fee and price structure, its rationale,
and its likey impact. It includes summgarata,graphic explanations, and supplemental tables (see
Appendix A). More detailed discussions and explanations of the proposal will take place at the workshop.



2.0 BACKGROUND

The team from the Health Finangiand Sustainabilt (HFS) Prgect has provided short-and
long-term technical assistance to the MOH to develop angzmal national cost recowepolicy since
1990. Durirg an HFS mission to the CAR in November and December 1993, the MOH asked HFS to
propose a fee and price structure for outpatient and inpatient care to be apMi@iithealth facilities
nationwide. Senior officials in the MOH wanted to discuss the proposal at a workshop that would reach
final decisions about cost recoyeand that would be held in advance of gdadonor meetig planned
for the sprimg of 1994. Schedulimpthe workshop this wawould enable the MOH to meet requirements
set ty several donors who were encagirg the MOH to fully implement their cost recowepolicy
nationwide.

Thegovernment of the CAR and the MOH have madeyrdrihe fundamental poljcdecisions
about cost recovgifor health services. With the enactment of a law in 1989 andgintbe subsequent
issuance ofieneral rgulations(“decrets”), they have established the principle that the cost of health care
would be sharedybthe government and the population. Under this principle of cost ghattie
government is responsible forypag the salaries of health workers and a portion of the opgreists
of health care facilities and the population is responsible fgingahe remainig operatirg costs,
especialf medicines, throgh a fee gstem. In addition, thgovernment has authorized partial financial
autonony for hospitals in Bagui, which can retain the revenues from fees tofpathe operatig costs
of their facility. Final regulatory action to extend this partial financial autonota other health facilities
is pendim.

In addition, there is consensus that songeaeof communit participation and involvement will
exist in manging the collection of fees and in decidihow to use the revenues from fees. There also
is consensus that it will be necesstw institute someystem of performance incentives for health
workers, paid for with revenues from fees.

Two lamge reference hospitals in Ban alread are implementig cost recover under thegeneral
authorities of the 1989 law and subsequdatrets.” Outside of Bagui, some MOH facilities alread
chage various fees for some services or medicines, either within the framework ofexctpoo under
thegeneral authorities of the 1989 law dioiécrets.”

The final rgulations(“arretes”) that would provide specific nationgliidance for implementm
cost recover nationwide at all levels of the public healtism are under considerationthe MOH.
These final rgulations would providguidance to all levels of the public healts®m about what fees
to chage for what services and how the fee revenues should begethaad used.

While the MOH has reached a consensus orgeitpiees for medicines used for outpatient care
in health centers and posts outside of @anthere is lessgieement about whether to cbarfor
outpatient consultations. The current hospital fee structure and price levels for medicines, consultations,
inpatient stgs, and medical acts and procedures present particular difficulties. The MOH seeks to develop
a hospital fee structure and prices that cajusified on the basis of hospital costs and the population’s
ability to pay. They also want the hospital fee structure to include performance incentives for personnel



and, if appropriate, to take into account differences between reference hospitalgunaBdrhospitals
at the rgional and prefectoral levels.

The main concerns officials at the MOH have about the proposal under consideration is that it
is not based on costs of services; that the proposed prices are notdiked affordable for the
population; and that it nyanot adequatgladust for patient’s income levels.

The top priorities of the MOH for cost recoydherefore are to resolve issues about ys&esns
and amounts, especiatht the hospital level; to issuegtgations(“arretes”) to institute fees at all levels
of the healthgstem; and to lgn implementation of the national cost recgvpragram. The plan the
MOH adopted in December 1993 includes a workshop at which decisions will be made about the fee
issues and an implementation plan will be developedgdakis to bgin implementation in June 1994.



3.0 CRITERIA FOR COST RECOVERY

The HFS team degmed this proposal to meet several criteria that the MOH has established for
its national prgram of cost recovgr During a health financig policy workshop in 1989, the MOH
identified several ke criteria for a national cost recoyeprogram. The prgram should promote or
ensure:

A Equity for different income levels andgiens of the count;
A Access to caregéagraphic and operational);

A Resources sufficient to improve qugit

A Administrative feasibilig; and

A Efficiency.

In addition, the MOH recentlemphasized that the fee structure and price levels should represent
a balance between 1) the population's gtditd willingness to pg and 2) the costs of providjrealth
services. Therefore, the HFS team concentrated on agp#ssiimpact of alternative fee options on
household income and on the activities and improvements that could be fyndeetues from each
alternative.

It is important to note that because goernment and the MOH have consistgmtaintained
that thegovernment would continue to p#he salaries of health workers, this proposal does not consider
it a criterion of the cost recowepragram to recoup all the annual recurrent costs ofjttvernment's
health gstem. Instead, this proposal focuses on recogerily nonsalay recurrent costs, especiathe
cost of medicines, essential medical supplies, and guatiprovements such as better fayilit
maintenance and improved personnel performance incentives.



4.0 PROPOSED FEE STRUCTURE

The proposed fee structure would require that patientsspmethig for all inpatient and
outpatient health services and for medicines at all levels of the hestémsExhibit 4.1 outlines the
proposed ystem. The proposal includes ¢hi’ and “low” options for the specific fee prices for these
services and medicines so that the workshop participants and the MOH can assess the impact of
alternative fee levels on thegoals for cost recovgr Mid-level fees within these rges also can be easil
identified for discussiorExhibits A.1 and A.2 in Appendix Aist the hgh and low fee options. What
follows is a brief description of the proposed fee structure and rationale, follgnaddssessment of
the impact of the lgh and low fee options.

4.1 MEDICINES

Patientgay the full cost of all ipatient and oydatient
medicines at all levels of the healtfstem.

At all levels of the health cargstem, patients would paa fee for medicines, includjrvaccines.
The prices will cover the full cost of thgstem for purchasmand distributig medicines —includig
the cost to resupplthe medicines, customs duties, transportation costs, opgttainesupy and stock
system—as well as a small ngar for the health facilif's own useExhibit 4.2 illustrates how these
prices would be set, as well as how revenues from sale of medicines would be used to covgr resuppl
costs.

Under this proposal, vaccines would be treated the same as all other pharmaceuticals; patients
would pa a fee for vaccines calculated on the same basis as the fees for other medicines/, $&mdarl
would be chaged for medicines to treatdti priority health problems, such as malaria or seyuall
transmitted diseases (STDs). Recent household ygiimethe CAR and elsewhere in Africa have
demonstrated the strgmvillin gness of the population to p&r medicines and for immunization.

In the interest of uniformytand simpliciy and to accommodate the population's ahbibtpay,
this proposal includes immunization under theg@ieof medicines rather than includia separate fee
that would cover a varigtof the costs of immunization. The cost of vaccines ugealhstitutes the
smallest share of the cost of immunization and, under this proposal, would represent the minimum amount
the government could ask parents toydar fully immunizirg their children. Local communities also
could decide to ask parents or the population geles pg additional amounts, for example, to cover
the extra costs of maintaimjithe cold chain or providgnmobile health teams, to the extent that other cost
recovey fee revenues do not cover those costs. Alterngtitlee MOH could decide to use funds freed
up by the cost recovgrprogram to subsidize the immunization effort.



Exhibit 4.1 Proposed Fees: Low Option for Hospitals Outside Bangui
and Health Centers (CFAFs)
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Exhibit 4.2 Components of Medicine Fee Structure and Use of Revenues
from the Sale of Medicines

Components of Medicine Use of Revenues from
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4.2 OUTPATIENT SERVICES

Patientay apharmag service fee or
consultation fee, gendirg on the level care.

Where minor oygatient sugetry is neededpatientspay a
fee for oupatient sugery instead of the consultation fee.

In addition to pging for medicines, patients wouldya consultation fee at hospitals and health
centers where gher-level health personnel are gssid. The consultation fee would be set at three
levels, the lghest for a specialist or professor, the middle level fgereeralist, and the lowest level for
a TSS (nurse practitioner). At health facilities without such staff, such as health posts, patientsywould pa
a pharmag service fee that is equal to the consultation fee for a TSS. The same consultation fees for these
types of providers would appto consultations that result in outpatient care and tgndises requirig
hospital admission.

If a consultation indicates the need for minor outpatiemgesyfincluding plaster casts), patients
would pg an outpatient sgery fee instead of a consultation fee. The outpatiergesyifee would be
higher than the consultation fee, in rgodion of the additional cost represented the additional
supplies and health personnel of ghtar skill level. The pament of an outpatient syery fee would
provide an incentive to health personnel to treat mingeguon an outpatient basis whenever medjcall
appropriate rather than to admit patients to hospitals.

4.3 INPATIENT SERVICES

Patientgay a flat dail fee, vaying
accordimg to type of accommodation.

Patients alspay a s@arate, additional
fee for child delivey services.

Patients who are admitted to hospitals or health centers for inpatient care woailiigpéee for
each dg they are in the hospital. The daflee would vay by type of accommodation, with fees for wards
beirg the lowest, semi-private rooms in the middle, and private roomstieshiNo separate fees would
be chaged for aly acts or procedures carried out for an inpatient, except for child geliver

An additional flat fee would be chged for child delivey to recanize lorgstandimg current
practice for this service as a special procedure with a separage.dbhild delivey also is a service for
which households can plan and is not an unanticipated event, as are other hospital admissiong. Maternit



also represents a sizable share of inpatient care in the CAR. For example, it wagshsilgie cause

of admission at CNHUB in 1990, represegt8®2 percent of all admissions, compared with 42 percent
for a wide rage of diagnoses requirig specialy services, 15 percent fgeneral medicine, and 11
percent for sugery.

4.4 GENERAL DISCUSSION AND RATIONALE

There exists a wide variebf payment methods for health care, as well as simple and more
complex combinations of such methods, inclgdiees for medicines, fees for consultations, fees for a
given episode of iliness, fees for consultations plus medicines, fees for individual medical acts and proce-
dures, pgment ly diagnosis, and prepanent for selected pacges of services. There are advaetand
disadvantges to each of these methods, snahwhich are currenglin place at health facilities in the
CAR.

Under this proposal, oyl few methods are used under a simple and uniform national structure.
This serves the interests of administrative simpljaihakes it easier for patients to understand, and
reduces the amount of monitagimnd agustment the MOH must undertake once thistem is in
operation.

For example, the same fee structure and the same prices for medicines and services would appl
nationwide. The exception is that consultation and inpatient fees gtiBaspitals would be gjhtly
higher than fees at inpatient facilities outside @anin recanition of the fact that the Bauai hospitals
serve as referral centers and thaythvide a hjher level of care. Under the same principal, fees at all
hospitals and health centers outsided@@mould be the same, on the assumption that health centers and
hospitals currengl do not differ sgnificantly in the qualiy of service thg provide.

The fee structure also is dgsed to discourge health personnel from providimore services
or unneeded services for the purpose of rgigéwenue or increagirtheir incomes. In this gard, the
proposal depends on continued argutar payment of the salaries of health workers.



5.0 USE OF FEE REVENUE

Under this proposal, fee revenues would be used to cover ngneaiament costs that improve
medicine supp, the medical qualjtof health service delivgr and patient perceptions of quglénd
access. The MOH should require that health facilities use fee revenues for the {pfiarposes:

A The top prioriy is to resuppl medicines and to support thestem for distributig and

stockirg medicines.

A The balance of revenues should be used yofgaquality improvements, in order of

priority:

A essential medical supplies and equipment;

A personnel performance incentives; and

A other improvements mostdfily associated with patient perceptions of qualit
(eg., transport for mobile vaccination teams, improved fgcifitaintenance,
funds for personnel to attend short traghaourses).

The HFS team also recommends that the MOH establish specific pgecgui@elines for
allocatirg fee revenue, at least in the fiygtar of operation.

Exhibit 5.1 illustrates how revenues from medicine and service fees could be allocated for these
purposes. The illustration usegpothetical percentges that roghly reflect the share of nonsajar
operation costs these activities often represent for health facilities. Data on noespdanditures from
one Bamgui hospital, Complexe Pediatrique, were used @sde. One of the mostgiificant items in
terms of percentge of operatig costs is the use of revenues for a personnel performance bonus pool,
which was set at 35 percent to reflect current practice in the CAR.

5.1 GENERAL DISCUSSION AND RATIONALE

Experience with cost recowein Africa has shown that quajitmprovement should precede or
accompaw the introduction of fees. Improwgrthe suppt and availabiliy of medicines igeneraly the
first and most important criteria to tgeneral population.

Experience also demonstrates that patient perceptions ofycuralibften more important than
technical measures of health service qualiumerous surwe and operational experience have demon-
strated that the population in the CAR, as well as in other African countries, ig\wollpgy fees for
improved faciliy appearance and maintenance, for trginirhealth workers to increase their knovged
for transportation of mobile vaccination teams, and for transportation for purposes of supbeasin
workers.



Exhibit 5.1 Use of Fee Revenues
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Experience in Africa also shows that health workers need incentives to make a new cost recover
system work. To provide these incentives, fieémneraly necessarthat most, if not all, of the fee revenues
be retained at the fackitlevel to be usedybthat facility to improve its services. It also generaly
necessarthat some of these revenues be used spegificglirovide performance incentives to the health
workers, especiallwhere salaries are relatiydbw or are paid irrgularly.

One other important use of revenues that should be considered for the CAR is a redistribution of
revenues to smaller facilities that serve smaller population bases and which are unable to make the
minimum improvements in qualit There could be a requirement thatgéarfacilities with hgher
revenuegeneratilg potential contribute a small portion of their revenues togsoomal or district
“solidarity fund” to help these smaller facilities. Alternativeh subsig from the MOH could be used
for this purpose.
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6.0 IMPACT OF THE PROPOSAL

In response to the request from the MOH, the HFS teamzatbaihe proposed fee structure and
prices specificayl to assess its impact on the population's vgitless and abiljtto pgy for health services
and it impact on the relationship of revenues produced to the ngnealamrent costs of health services.
This section summarizes the findsof this assessment.

6.1 DATABASES

Data for assesgirthe impact of the proposed fee structure and prices came from several sources.
Data for the population's abyliand willingness to pais based on results from the nationwide household
survey that the Health Economics Unit conducted in 1991, as well as information from the Expanded
Program on Immunization (EPI) suryeonducted in 1993.

Data for estimatig health faciliy costs and revenues included the 1992 Health Economics Unit
hospital cost stud 1990 utilization statistics from UnivergitHospital of Bagui and Complexe
Pediatrique; and morbiditstatistics from the MOH fivgear development plan (PDSS). The bgesar
1990 was chosen for facifittost analsis because it was the most recgrdr for which relevant data
were available and for which the MOH lged authorizations were likglto actualy be made available
to facilities; it was also gear in which facilities functioned at close to their normal capacit

For medicine costs, the HFS team used Pgir@are Unit 1993 simulations of medicine costs for
selected ytpes of illness episodes, as well as verbal estimates from experts gni Bamselected
medicines and for vaccines. The mark-up on medicine costs—which provides for the costs of transpor-
tation, operatig costs of the resupplnd stock gstem, and facilit maigins—is based on the normal
practices of the cost recoygorgects underwgain the CAR. The proposal also incorporates the effect
of the recent devaluation of the CFA¥ dioublirng the 1993 price at agin of all medicines and vaccines
(as valued in CFAF).

6.2 HOUSEHOLD ABILITY AND WILLINGNESS TO PAY

To evaluate the impact of the proposed fees on householdméia and abiljtto pay, the HFS
team developed a profile oygical outpatient illness episodes and two possijgbes of inpatient
care—childbirth and ongeneral medicine hospital gta-that mght occur in a seven-member fawil
which is the aveige household size accordito the national household suywvd o evaluate the eqyit
of the impact of the proposed fees, we estimated this impact for households at three income levels:
lowest-income households in rural areas, middle-income urban (n@uiB&wuseholds, and dgh-
income Bagui households. (Household incomes for these different levels are based on data from the
household surue)

Exhibits A.3 and A.4 in Appendix Ahow the annual amounts families would ar these
illness episodes under both the low anghhoption fees and what percegga of annual household



income this spendiwould representxhibits 6.3, 6.4, and 6.8lustrate this impacgraphically and
compare the proposed fees with williress to pafor outpatient health services, as well as with current
spendig for such services.

6.2.1 Qutpatient lliness

Exhibit 6.1 shows the avege amounts currentlpaid ky households of different income levels
in rural, urban, and Baui settirgs for a ypical outpatient illness episode, accogdio the 1992
household surwe These data show that all households spengn#isant amount of their income for
an outpatient illness, even those in the lowest-income quintile (number 1 in the exhibit). In each of the
threegeagraphic settigs, spendig increased with income—that is, households witnéi incomes spent
more on health services than lower-income householdguBhouseholds at all income levels spend
somewhat more for an outpatient iliness than other urban populations, except fgh#s-imcome
group in other cities. Rural households spend the lowest@gvaraounts at all income levels.

Exhibit 6.2 uses data from the household syrf@ a comparison of the proposed fees, current
spendiig, and willingness to pafor priority medicines and selected qualinprovements. As this exhibit
shows, for households at all income levels the proposed fees fgtetgpical outpatient episode are
lower than both current spendiand the amount the population is wifjito pay for both the low and
high option fees.

Exhibits A.3 and A.4 in Appendix Ahow that on an annual basis, total annual fees under the
low-option fee for outpatient medicines and services—assuthat each child and adult in the faynil
has one outpatient illness episode—would represent 2 percent of annual income for the lowest-income
rural household and less than 1 percent for middle-income urbanginithé®me Bagui households.
Under the hgh-option fee, annual household spedior outpatient services and medicines wouldyean
from 3.6 percent of annual income for lowest-income households to 1 percent for middle-income
households, and would be less than 1 percentdorihcome Bagui households. These percajga are
lower than current estimated annual spegdiom outpatient care (sdexhibit A.4 in Appendix A)

6.2.2 Inpatient Care

Exhibit A.5 in Appendix Acompares 1) household costs foypital hospital staunder the
proposed lgh and low-option fees for a Bam hospital with 2) costs under the curreydgtem in effect
under Decret 91.065. As these data show, a patient woyldbmaut half as much for ggical inpatient
stay for eight days in a ward room for sgery or other specialized services under the proposed low-option
fee than under the currentssem and about 60 percent as much under gedption. Forgeneral
medicine or a normal child deliwgra patient in a ward room wouldypabout the same under the
proposed low-option fee as under the currgsitesn and somewhat more under the proposgddption.
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Exhibit 6.1 Average Household Expenditure for an Outpatient lliness Episode
by Income Quintile and Residence
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Exhibit 6.2 Current Household Spending and Willingness to Pay for Out-
patient Health Services, Medicines, and Quality Improvements
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Patients who choose semi-private or private rooms also weuktaly pay less under both the
low and hgh option fees. In addition, it is likekhat the proposed fees would result in costs to patients
that were equal or lower than current fees at private mission facilities, based on the 1992 Health
Economics Unit angkis of hospital costs and chas.

Under both the current and the proposed fee structure, patigriespdor each deof inpatient
care outside Bajui than in the central hospitals. The current structure, however, maintains the same fee
for medical acts and procedures whether performed igiBamn outside. Thus, althgh the proposed
fee structure includesdtier fees for a deof inpatient care outside Bgu than the currentystem, this
difference is offset Y the additional fees now clygd for procedures as required under the current
structure.

The net result for inpatient care outside @ans that patients would gaan equal or lesser
amount for an ght-day hospital stg in all catgories of service (sgery, general medicine, matergijt
for all three room cageries under either of the proposed fee options thanviloelld under the current
Decret 91.065ystem. One exception to this comparison is that patiemfistqpéy more for an inpatient
stay for a normal childbirth under thedhi-fee option than under the currepstem.

6.2.3 Total Annual Household Costs

Exhibits A.3 and A.4 in Appendix AndExhibit 6.3 show the total annual impact on household
income of seven outpatient illness episodes and two inpatient hospital events: one childbirth and one
sumgery or general medicine episode. (Since fees under this proposal would be no different for inpatient
sumgery than forgeneral medicine, it does not matter much for this illustrative purpose the cause of the
hospital admission.) For the inpatient hospital events, the estimates assume that the lowest-income
household would syan a ward room, the middle-income household in a semi-private room, angithe hi
income household in a private room.

As these estimates show, the lowest-income rural household would spend, under the low- option
fee, 11 percent of its income for inpatient care and a total of 13.6 percent when outpatient care is
included. These households would spend 19 percent of their income undehtiogtion fee for all
inpatient and outpatient care. In the “worst” case, costs of immgrifzenchild born thagear would also
fall in the same 12-month period, adglam additional cost of about 3,500 CFAF under the proposed fees,
which represents an additional 1.7 percent of annual household income.

Of the illustrative inpatient spendjna hospital stafor general sugery or medicine would
represent a muchdtier cost burden than a hospitalysfiar childbirth. For example, the low fee option
for a childbirth would represent 2 percent of annual income for the lowest-income households, while an
inpatient sty for eithergeneral medicine or sgery would represent 9 percent. Thus, the total under the
low-option fee for the seven outpatient visits plus one hospitaf@ta childbirth would represent gnl
4 percent of the annual income of the lowest-income household, with an additional 1.7 percent of income
for a full series of immunizations for the child, if these were required that waaneUnder the gh-
option fees, this total would rise to 7.5 percent and 9.2 percent, respectivel
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Exhibit 6.3 Household Impact of Proposed Fees
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For middle-income urban families, these estimates show that the total impact of two inpatient
hospital stgs and all outpatient health sperglimould represent 5 percent of annual household income
under the low-option fees and 6.6 percent under tjfedption. For upper-income Bam households,
the total costs would represent 2.5 percent of annual income under the low-option fees and 3.2 percent
under the lgh option. These totals are grdomewhat lgher than estimates of current annual spendin
for outpatient care alone.

6.2.4 Overall Impact on Abilit vy to Pay

In general, this angkis siggests that the proposed fees under both the low ghddbtions are
affordable for most of the population, espegiétir middle- and upper-income households.yGhbse
households with annual incomes of 210,000 CFAF would have difficufiaying, and then ol if they
had one hospital episode in addition to a childbirthgivenyear. It is important to note that the financial
impact on lowest-income households of the outpatient and inpatient hospital events used in this
illustration would be much strgar under the current Decret 91.0§Stem. As indicated above, the total
costs for ypical inpatient hospital sga are lower under the proposed low-option fees than under the
current gstem, especiallin the case of sgery andgeneral medicine.

6.3 RELATIONSHIP OF REVENUES TO COST AND QUALITY
IMPROVEMENTS

There currenyl is no ystematic cost data for health facilities in the CAR, alghdimited cost
data is available from the bgets for Bagui hospitals. In virtuayl all cases, expenditures in health
facilities for nonsalgr items are based on the funds available rather than on the costs of grovidin
adequate or gh qualily care. Therefore it is impossible to establish fee prices aget t@venues that
correspond to accurate cost estimates fiven quantiy and qualiy of services. It is possible, however,
to evaluate whether estimated revenuesyiald funds that are adequate fgpical nonsalar recurrent
costs and for some geee of qualiy improvement.

The HFS team adopted the followiapproach to make this assessment. In the detailed revenue
and cost estimates included in the proposal, the HFS team estimated the expected annual fee revenues
under both the low anddh fee options for health facilities of various sizes that serve small, medium, and
large population bases, assugoertain ypical utilization rates. For outpatient care, the estimates assume
one outpatient visit pgrear per person, 80 percent of which would require a medicine prescription. For
inpatient care, the estimates assume 60 percent ocguaaes. The team then distributed the revenues
produced g these utilization rates accordito the illustrative percengas inExhibit 5.1.

Exhibit 6.4 provides an example of the estimated funds such an allocation would produce for the

key nonsalay recurrent operatmcosts and personnel incentives for gédaand a small health faciit
Exhibits A.6 and A.7 in Appendix Aummarize the detailed estimates.
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Exhibit 6.4 Use of Annual Fee Revenues, Low Fee Options

Facility with

Total Fee Revenue: 59
Fees for Medicine

44 Million CFAF

38 million
CFAF

6 million
CFAF

4.3 million

4.3 million
Fees for Services

15.8 Milion CFAF

1 million | Pharmacy Administration

7.5 million

100 Beds

5 million CFAF

Small Health Post

Total Fee Revenue: 350.000 CFAF

Medicine
Resupply

Medicine
Resupply

232,000

Anesthetics

Medical, Lab Supplies
and Equipment

Personnel Performance
Bouus Pool

4.4 million

Maintenance, Cleaning

Utilities, Transport
Office Supplies

Pharmacy

Administration

Personnel Performance

Bonus Pool

Misc. Administration

Maintenance, Cleaning

80,000

16,000

Fees for Medicine
267,000 CFAF

115,000

Fees for Services
80,000 CFAF

21




6.3.1 Health Facilities Outside Ban qui

As shown inExhibit 6.4 and Exhibits A.6 and A.7for health facilities outside Bgui, total
estimated annual revenue from inpatient and outpatient services and mediapessfin@n about 60
million CFAF for the lagest facilities to 30 million CFAF for medium-size facilities, and 8 million CFAF
for the smallest facilities with beds. Estimated total annual revenues for a health pogtespogualation
of 1,000 are about 350,000 CFAF. In all cases, fee revenues are adequate under lghttatiueldw
options to provide for total medicine resuppbsts with a balance left over for pharpnadministration,
personnel performance bonuses, and guatiprovements.

For example, the balance of revenues remgiaiter medicine resuppramges from about 21.5
million CFAF for a faciliyy with 100 beds to 8 million CFAF for a small fagilivith 10 beds under the
low fee option, and from about 75 million CFAF to 11 million CFAF under tgle dption. If 35 percent
of the funds available after resuppif medicines were allocated to a personnel performance bonus pool,
the low option would provide an estimated 7.5 million CFAF anpualldistribute as bonuses to
personnel for the lgest facilities, 3.8 million CFAF for medium-size facilities, and 1 million CFAF for
smaller facilities.

On a montht basis, estimated fee revenues under the low option would provide a 100-bad facilit
with approximatgl 629,000 CFAF for personnel bonuses and 1 million CFAF for pharmac
administration, medicajas and supplies, facyitmaintenance, and other opergtaosts. For a faciljt
with 10 beds, fee revenues under the low option (after medicine rgswapild provide an estimated
85,000 CFAF per month for personnel bonuses and approxyni&@J000 CFAF for operaticosts.

The proposed gh option fees would produce 75 percent more revenue after medicine yesuppl
for the facilities with inpatient capagit

Health posts would have much lower fee revenues becaysefteno inpatient services. A
health post servima population of 1,000 would have a balance of about 115,000 CFAF gnaitie|
medicine resupplunder the low fee option and 435,000 CFAF under ttjie dption. Because revenues
would be lower at health posts, gler percenige of the revenue remaimgjafter medicine resuppl(70
percent) would be needed to cover a small gdtara pharmag manaer, leavirg about 25 percent for
personnel bonuses and 5 percent for other purposes such ag fia@ititenance and cleagin

Using this illustrative allocation for health posts, the low-option fees would provide about 80,200
CFAF peryear (6,700 CFAF per month) for the phargnatanaer, about 28,700 CFAF annua(R,400
CFAF per month) for personnel bonuses, and 5,700 CFAF ( 480 CFAF per month) foy facilit
maintenance. A medium-fee option for pharynaervice (250 CFAF) would produce about twice a much
revenue as the low-option fee (100 CFAF). Thghtoption pharmac serve fee (500 CFAF) would
provide health posts with about four times as much revenue after medicineyd¢kapphe low-option
fee.

Estimates of the funds that health facilities cursemdceive from the MOH bt are
unavailable, but it is likglthat these estimated revenues would provide these facilities with substantiall
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more funds for operatgncosts, even under the low fee option. These amounts also are adequate, even
under the low option, to make quglimprovements and to reward personnel.

If utilization were ony half the level estimatedylihe HFS team and estimated revenues were
therefore cut in half, the low-option fees would leave facilities more constrained, egpatialler
facilities with 10 beds or less. However, even under lower utilization assumptions, total fee revenue
available after medicine resugplkould remain adequate to make modest quadiprovements (g., in
the availabiliy of medical supplies), althgh the allocation of revenues between opegativsts and
personnel bonuses maeed to be shifted. Nevertheless, it is fjkidlat once medicines were available,
alorg with other medical supplies and quaiinprovements, utilization would reach the levels assumed
in these estimates, espeagdlbr outpatient services.

6.3.2 Banqui Hospitals

Exhibits A.8 and A.9 in Appendix Ahow the estimated revenue under the low agiu dyption
fees at a Bagui hospital usig University Hospital of Bagui as an example. Thealso provide an
illustrative distribution of that revenue. As shown, Universiospital of Bagui would receive an
estimated 450 million CFAF annuglinder the low option and 523 million CFAF under trghloption.
These revenues are adequate to cover total medicine nestggib and to leave a balance of
approximatef 251 million CFAF under the low fee option and 325 million under tgk bption for
other uses.

These revenues exceed the amount included in the 1990 M@dtl{@d0 million CFAF) for
the Universiy Hospital of Bagui to cover all nonsalgroperatimg costs—even under low-option fees.
Estimated revenues from low-option fees amghdlly higher than the estimatey bhe Health Economics
Unit of fee revenues for the Univesrsitiospital of Bagui (239 million CFAF) under the current Decret
91.065. The proposeddti option fees would produce muclgher revenues than under Decret 91.065.
These hjher revenues are possible even tiotne proposed fees under both the low agt bptions
would producegeneraly lower patient costs for services at the Univgrsibspital of Bagui.

6.3.3 Overall Impact on Revenues and Qualit vy Improvements

Health facilities would receive engluirevenues under both the low anghhoption fees to cover
all medicine costs and to have a balance left over to improve service ylalngeprovide personnel
performance bonuses. Under the modest utilization assumptions used here, even the low- option fees
would provide revenues for notable improvements over the status quo. A possible exception is that health
posts servig small population bases maot have adequate fee revenues under the low option to make
necessarimprovements and provide personnel incentives.
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7.0 COMPARISON OF PROPOSED HOSPITAL FEE STRUCTURE
WITH THE CURRENT SYSTEM

The fee structure for hospital inpatient and outpatient services proposed here represents an
alternative to theystem currentl in effect under Decret 91.065. The curreygtem chages fees for
individual medical acts and procedures for outpatient services, with fees basetktretioefsystem,
while inpatients paonly a daily bed fee. Medicines, when available, are provided free ofehar
inpatients, while outpatientgneraly receive on} a prescription that tlyfill at an outside pharmgat
their own expense.

The alternative proposed here eliminates, with two exceptions (minor outpatigeny samd
childbirth), ary separate fees for medical procedures and introduces a fee for medicines. It also would
establish a Igher fee for services at Bgun hospitals than for services at hospitals outsideg@iaon the
assumption that Baui hospitals offer a lgher level of care.

This alternative has several advaetaover the currenystem of chaging separatei for acts and
procedures under thettre clefsystem. First, this alternative is more clgsedlated to the curreigoal
of cost recover in the CAR: to recover costs of medicines and other nogsaieratiig requirements.
This alternative is better adapted toyatem in which health personnel are paid salaries that reflect their
level of speciait. A salay and personnel bonugstem can avoid the need fornystem that chaes for
personnel services and relates those services to a coefficient to measure complexit

Second, this proposes structure is better adapted to the current administrativg chBacijui
and provincial hospitals. Current record kegpmystems at Bagui hospitals, especiglithe Universiy
Hospital of Bagui, do not appear adequate to suppdetize cleffee ystem that is based on cost. The
current value for each of tiettres” that deginate acts and procedures, such agesyior laboratoy
tests, is cleayl not based on the cost of perforigpithose services, and the detailed utilization data
required to do so do not appear to exist.@amospitals nght well uselettre clefsystems in several
years to take account of complgxfor purposes of cost allocation, but the current situation appears
inadequate to support parstify such a gstem for the cost recoweprogram at this time. Thkettre clef
desgnations could continue to be used for other purposes such ag qaatitl or resource allocation.

Third, the alternative structure spreads the costs of illness across all patients, rather tlgan forcin
sicker patients to yamore than those that are less sick. In the absence of widespread health insurance
coverae, this feature serves as aywta pool risks and to minimize the financial consequences ofycostl
hospitalization episodes of individuals.

Fourth, it is likey that patients would find the proposggtem easier to understand and more pre-

dictable. It also would be easier for hospital personnel to administrate because it involves a uniform
structure that applies to all inpatient care at hospitals and health centers nationwide.
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8.0 EXONERATION SYSTEM AND SUBSIDIES

8.1 INDIGENTS

As noted above, the proposed fees areylikepresent a problem for the lowest-income house-
holds ony when famiy members require hospitalization for other than childbirth. Such cases will not
arise for all low-income households eygear. It is expected that cases in which an individual is unable
to pay for outpatient medicines will be rare.

Following advice provided Ypnumerous people interviewed in November and December 1993,
the HFS team recommends that no additional steps be tgkbe bentral MOH to establish a formal
system of exoneration. Local communities can continue to take care gémtslinformaly as the need
arises. The currenystem for social assistance can continue to operate tih@aosts of hospitalization
for cases of extreme need. In all cases, the required fees should be paid to thefidedialf of the
indigent, whether ¥ the local commumnyt, by a friend or naghbor, or ly the localgovernment that
provides the social assistance.

Over the loger run, the MOH could provide new criteria for cases of “medicaj@mdie,” based
on options that can be discussgdte workgroup. The MOH also should establish a monitgpgystem
to identify whether there is a need for a more fornyatem of exemption for hospitalizations.

8.2 SUBSIDIES

The HFS team recommends that the current sulbsiccivil servants be eliminated or reduced
because thigroup is amog those most able to p#or health care. This analis has shown that not gnl
are thg more than able to gaoutpatient services and medicines,ytt®so are able to pafor
hospitalizations, especiglsince hospitalizations do not occur gvgear. Current law provides that the
government prafor 80 percent of the fees currgnthaged for health services for civil servants and their
families. Civil servants are to pahe remainig 20 percent of the fee at the time of treatment, while the
facility receives reimbursement dirgcttom thegovernment.

In addition, funds saved/lveducirg this subsigt could be used to provide assistance tages.
Utilization statistics indicate that in 1990 civil servants comprised about 30 percent of the inpatients at
Bargui hospitals and that about 20 percent of inpatients in 1993 were unabje Thgse data mean that
a hospital could lose almost 50 percent of its potential revenue if the MOH is unabjetbe avil
servants’ subsidand if indgents do not patheir fees. The amount now authorized ty fa civil
servants’ health care would be more than ghda cover the hospitalization fees for those people who
are unable to pa



9.0 IMPLEMENTATION PLAN

This proposal has raised several important implementation issues, igcludin

A the paramount need to have in placeystesn for the purchase and distribution of
medicine at the time the new cost recgvasstem is introduced;

A the need to establish a means to idgrtie costs of desired quaglitmprovements in
health facilities;

A the need to plan for a limitegstem of exoneration for the future;

A the need to develop gsgem for monitorig the impact of the cost recoyesystem; and

A the need to pahealth worker salariesgelarly.

In addition, the worlkgroup will need to discuss plans for informihealth workers and the public
about the newystem, for trainig health workers, and for financial mayeanent gstems to operate the
new ystem.

Finally, the workgroup also will need to discuss how to phase the implementation process and
in what areas localities should geen flexibility in implementirg the national standards. The phased
implementation plan should take into account that the fees adopted at the start afrdra pem and
should be evaluated after the fiygstar and modified as necessar



APPENDIX A
THE PROPOSED FEE AND PRICE STRUCTURE



EXHIBIT A.1

PROPOSED FEE STRUCTURE AND PRICES: LOW-FEE OPTION

HEALTH FACILITIES

HOSPITALS HEALTH CENTERS
. HEALTH
Bangui %‘;fé%? A&B c&D POSTS

OUTPATIENT SERVICES

Medicines, Vaccines

Fee set to recover full cost, plus small margin; varies by medicine

Consultations
Specialist, Professor 1,000 500 500 NA NA
Generalist 500 250 250 250 NA
TSS 250 100 100 100 NA
Pharmacy Service Fee NA NA NA NA 100
Minor Surgery 1,000 500 500 500 500

INPATIENT SERVICES

Medicines Fee set to recover full cost, plus small margin; varies by medicine
Child Delivery 1,000 500 500 500 NA
Bed and Care per Day for Surgery,
OB/GYN, General Medicine:
Ward 1,500 500 500 500 NA
Semi-Private Room 2,500 1,000 1,000 NA NA
Private Room 3,000 1,500 1,500 NA NA

NA = Not applicable

29




EXHIBIT A.2

PROPOSED FEE STRUCTURE AND PRICES: HIGH-FEE OPTION

HEALTH FACILITIES

HOSPITALS HEALTH CENTERS
. HEALTH
Bangui %‘;fé%? A&B c&D POSTS

OUTPATIENT SERVICES

Medicines, Vaccines

Fee set to recover full cost, plus small margin; varies by medicine

Consultations
Specialist, Professor 1,500 800 800 NA NA
Generalist 1,000 500 500 500 NA
TSS 500 250 250 250 NA
Pharmacy Service Fee NA NA NA NA 500
Minor Surgery 1,500 800 800 800 800

INPATIENT SERVICES

Medicines Fee set to recover full cost, plus small margin; varies by medicine
Child Delivery 1,500 800 800 800 NA
Bed and Care per Day for Surgery,
OB/GYN, General Medicine:
Ward 2,000 1,000 1,000 1,000 NA
Semi-Private Room 3,000 1,500 1,500 NA NA
Private Room 4,000 2,000 2,000 NA NA

NA = Not applicable
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EXHIBIT A.3

ILLUSTRATIVE IMPACT OF PROPOSED FEES ON ANNUAL HOUSEHOLD HEALTH SPENDING
AND INCOME: LOW-FEE OPTION

LOW-INCOME MIDDLE-INCOME HIGH-INCOME
HOUSEHOLD SIZE =7 Rural Lowestincome | NonBangui, Uban: | Bangut Highest.
Quintile Middle-Income Quintile Income Quintile
ANNUAL HOUSEHOLD INCOME (CFAF) 211,496 729,708 2,798,049
HEALTH EXPENDITURES
OUTPATIENT/1
Medicines for 7 episodes (CFAF) 4,032 4,032 4,032
Service fee per 7 visits (CFAF) 700 700 700
TOTAL OUTPATIENT COST (CFAF) 4,732 4,732 4,732
Percent of Income 2.24 0.65 0.17
INPATIENT/2
Surgery or General Medicine (CFAF) 19,500 23,500 40,000
Child Delivery (CFAF) 4,500 8,500 25,000
TOTAL INPATIENT COST (CFAF) 24,000 32,000 65,000
Percent of Income 11.35 4.39 2.32
TOTAL HEALTH EXPENDITURES 28,732 36,732 69,732
Percent of Income 13.59 5.03 2.49

Source: Income data from 1992 household survey conducted by MOH/Health Economics Unit

Notes: 1) Assume episode of a common illness for each family member and one visit for each of those episodes.

2) Assume one family member has a hospital stay for either surgery or a general medical problem and one family
member has a child birth. Assume low-income household stays in ward, middle-income household stays in semi-
private, and high-income in private room. Low- and middle-income households pay non-Bangui fees; high-income
households pay Bangui fees. Total cost for inpatient stay includes diagnostic consultation prior to admission,
medicines during hospital stay, and the daily inpatient fee.
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EXHIBIT A.4

ILLUSTRATIVE IMPACT OF PROPOSED FEES ON ANNUAL HOUSEHOLD HEALTH SPENDING
AND INCOME: HIGH-FEE OPTION

LOW-INCOME MIDDLE-INCOME HIGH-INCOME
HOUSEHOLD SIZE =7 Rural Lowestincome | NonBangu, Urban | Bangut Highest
Quintile Middle-Income Quintile Income Quintile
ANNUAL HOUSEHOLD INCOME
(CFAF) 211,496 729,708 2,798,049
HEALTH EXPENDITURES
OUTPATIENT/1
Medicines for 7 episodes (CFAF) 4,032 4,032 4,032
Service fee per 7 visits (CFAF) 3,500 3,500 3,500
TOTAL OUTPATIENT COST (CFAF) 7,532 7,532 7,532
Percent of Income 3.56 1.03 0.27
INPATIENT/2
Surgery or General Medicine (CFAF) 23,800 27,800 48,500
Child Delivery (CFAF) 8,800 12,800 33,500
TOTAL INPATIENT COST (CFAF) 32,600 40,600 82,000
Percent of Income 15.41 5.56 2.93
TOTAL HEALTH EXPENDITURES 40,132 48,132 89,532
Percent of Income 18.96 6.60 3.20

Source: Income data from 1992 household survey conducted by MOH/Health Economics Unit.

Notes: 1) Assume episode of a common illness for each family member and one visit for each of those episodes.

2) Assume one family member has a hospital stay for either surgery or a general medical problem and one family
member has a child birth. Assume low-income household stays in ward, middle-income household stays in semi-
private, and high-income in private room. Low- and middle-income households pay non-Bangui fees; high-income
households pay Bangui fees. Total cost for inpatient stay includes diagnostic consultation prior to admission,

medicines during hospital stay, and the daily inpatient fee.
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EXHIBIT A.5

COMPARISON OF HOUSEHOLD COST FOR TYPICAL HOSPITAL STAY IN BANGUI UNDER DECRET 91
AND UNDER THE PROPOSED FEE STRUCTURE

8-DAY HOSPITALIZATION

IN A WARD ROOM Decret 91 Low Option High Option
SURGERY AND SPECIALIZED SERVICES
Consultations for Diagnosis 2,000 1,000 1,500
Medicines 15,000* 15,000 15,000
Acts and Procedures 32,000 0 0
Inpatient Stay (Ward, 8 days) 8,000 12,000 16,000
TOTAL 57,000 28,000 32,500
GENERAL MEDICINE
Consultations for Diagnosis 1,000 1,000 1,500
Medicines 15,000* 15,000 15,000
Acts and Procedures 7,500 0 0
Inpatient Stay (Ward, 8 days) 4,000 12,000 16,000
TOTAL 27,500 28,000 32,500
NORMAL CHILD DELIVERY
Consultations for Diagnosis 0 0 0
Medicines 0* 0 0
Acts and Procedures 5,000 1,000 1,500
Inpatient Stay (Ward, 8 days) 6,400 12,000 16,000
TOTAL 11,400 13,000 17,500

* Under Decret 91, the patient pays the medicine costs by purchasing them at an outside private pharmacy.
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EXHIBIT A.6
ILLUSTRATIVE USE OF TOTAL ANNUAL FEE REVENUES FOR OPERATING COSTS OF HOSPITALS,
HEALTH CENTERS, AND HEALTH POSTS OUTSIDE OF BANGUI: LOW-FEE OPTION

HEALTH FACILITIES

100 bed facility-10,000 50 bed facility-5,000 10 bed facility-5,000 Health Post: No beds-1,000
population base for out-patient population base for out- population base for out- population base for out-patient
services patient services patient services services
Revenues Allocation Revenues Allocation Revenues Allocation Revenues Allocation
(CFAF) (%) (CFAF) (%) (CFAF) (%) (CFAF) (%)

SOURCE OF FEE REVENUES

OUTPATIENT
Medicines 2,665,164 1,332,582 1,332,582 266,516

Services 800,000 400,000 400,000 80,000
INPATIENT

Medicines 41,062,500 20,531,250 4,106,250 NA

Services 15,004,069 7,738,813 1,778,500 NA

TOTAL ANNUAL

FEE REVENUES 59,531,732 30,002,644 7,617,332 346,516

USE OF REVENUE

Medicine 38,043,067 87 19,021,534 87 4,731,784 87 231,869 87
Resupply

Balance after 21,488,665 10,981,111 2,885,548 114,647

Resupply

REMAINING ALLOCATIONS

Pharmacy 1,074,433 5 549,056 5 144,277 5 80,253 70
Administration

Anesthetics (Gaz 4,297,733 20 2,196,222 20 577,110 20 0 0
Medicaux)

Medical, Lab

Supplies and 4,297,733 20 2,196,222 20 577,110 20 0 0
Equipment

Personnel

Performance Bonus 7,521,033 35 3,843,389 35 1,009,942 35 28,662 25
Pool

Maintenance and 1,074,433 5 549,056 5 144,277 5 5,732 5
Cleaning

Office Supplies 1,074,433 5 549,056 5 144,277 5 0 0
Utilities and 1,074,433 5 549,056 5 144,277 5 0 0
Transport

Miscellaneous
Administrative 1,074,433 5 549,056 5 144,277 5 0 0
Contingency Fund

Depreciation 0 0 0 0 0 0 0 0
TOTAL OUTLAY
OF REVENUE 59,531,732 30,002,644 7,617,332 346,516

* Facilities assumed to have a 60 percent occupancy rate. NA = Not applicable.
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TABLE A.7

ILLUSTRATIVE USE OF TOTAL ANNUAL FEE REVENUES FOR OPERATING COSTS OF HOSPITALS,
HEALTH CENTERS, AND HEALTH POSTS OUTSIDE OF BANGUI: HIGH-FEE OPTION

HEALTH FACILITIES

100 bed facility-10,000
population base for out-patient

50 bed facility-5,000

population base for out-patient

10 bed facility-5,000
population base for out-

Health Post: No beds-1,000
population base for out-

services services patient services patient services
Revenues Allocation Revenues Allocation Revenues Allocation Revenues Allocation

(CFAF) (%) (CFAF) (%) (CFAF) (%) (CFAF) (%)
SOURCE OF FEE REVENUES
OUTPATIENT
Medicines 2,665,164 1,332,582 1,332,582 266,516
Services 4,000,000 2,000,000 2,000,000 400,000
INPATIENT
Medicines 41,062,500 20,531,250 4,106,250 N/A
Services 26,965,200 14,010,913 3,362,125 N/A
TOTAL ANNUAL
FEE REVENUES 74,692,864 37,874,744 10,800,957 666,516
USE OF REVENUE
Medicine 38,043,067 87 19,021,534 87 4,731,784 87 231,869 87
Resupply
Balance after 36,649,796 18,853,211 6,069,173 434,647
Resupply
REMAINING ALLOCATIONS
Pharmacy
Administration 1,832,490 5 942,661 5 303,459 5 304,253 70
Anesthetics (Gaz 7,329,959 20 3,770,642 20 1,213,835 20 0 0
Medicaux)
Medical, Lab
Supplies and 7,329,959 20 3,770,642 20 1,213,835 20 0 0
Equipment
Personnel
Performance Bonus 12,827,429 35 6,598,624 35 2,124,211 35 108,662 25
Pool
Maintenance and 1,832,490 5 942,661 5 303,459 5 21,732 5
Cleaning
Office Supplies 1,832,490 5 942,661 5 303,459 5 0 0
Utilities and 1,832,490 5 942,661 5 303,459 5 0 0
Transport
Miscellaneous
Administrative 1,832,490 5 942,661 5 303,459 5 0 0
Contingency Fund
Depreciation 0 0 0 0 0 0 0 0
TOTAL OUTLAY
OF REVENUE 74,692,864 37,874,744 10,800,957 666,516

* Facilities assumed to have a 60 percent occupancy rate.
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EXHIBIT A.8

BANGUI HOSPITAL FEES AND ESTIMATED ANNUAL REVENUES UNDER LOW- AND HIGH-FEE OPTIONS:
UNIVERSITY HOSPITAL OF BANGUI
(amounts in CFAF)

LOW-FEE OPTION

HIGH-FEE OPTION

FEE CATEGORIES

FEES REVENUES FEES REVENUES
A. MEDICINES
1) Sg\t/peitliim Medicine Mark-Up Rate, Total 300% g\:izrinprice of 5.412,614 300% ccn)\r/izrinprice of 5.412,614
Amount to Cover Replacement Cost 87% of final price 4,708,974 87% of final price 4,708,974
Subtotal Outpatient Revenue to Facility 13% of final price 703,640 13% of final price 703,640
2) Qg\%ﬁ:ﬁ Medicine Mark-Up Rate, Total 300% g\r/izrinprice of 221,625,000 300% c;\r/izrinprice of 221,625,000
Amount to Cover Replacement Cost 87% of final price 192,813,750 87% of final price 192,813,750
Subtotal Inpatient Revenue to Facility 13% of final price 28,811,250 13% of final price 28,811,250
8) NET MEDICINES REVENUE TO 13% of final price 29,514,890 13% of final price 29,514,890
FACILITY
B. SERVICES
1) OUTPATIENT AND ADMISSION CONSULTATIONS
Specialist, Professor 1,000 4,061,750 1,500 6,092,625
Generalist 500 4,061,750 1,000 8,123,500
TSS 250 1,015,438 500 2,030,875
SUBTOTAL 9,138,938 16,247,000
2) ACTS AND PROCEDURES
Minor Outpatient Surgery 1,000 8,370,000 1,500 12,555,000
Child Delivery 1,000 2,723,000 1,500 4,084,500
SUBTOTAL 11,093,000 16,639,500
3) INPATIENT CARE (SURGERY,OB/GYN, GENERAL MEDICINE)
Private Room/Day 3,000 17,518,500 4,000 23,358,000
Semi-Private Room/Day 2,500 43,796,250 3,000 52,555,500
Ward/Day 1,500 140,148,000 2,000 186,864,000
SUBTOTAL 201,462,750 262,777,500
TOTAL SERVICES REVENUES 221,694,688 295,664,000
TOTAL REVENUES 448,732,301 522,701,614
OPERATING COSTS TO BE RECOVERED BY FEE REVENUES
Nonsalary, Non-Medicine Expenditures 210,000,000 210,000,000

(1990)
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ILLUSTRATIVE USE OF ANNUAL FEE REVENUES FOR OPERATING COSTS OF BANGUI HOSPITALS:

TABLE A.9

UNIVERSITY HOSPITAL OF BANGUI UNDER LOW- AND HIGH-FEE OPTIONS

LOW-FEE OPTION

HIGH-FEE OPTION

ITEMS REVENUES ALLOCATION REVENUES ALLOCATION

(CFAF) (%) (CFAF) (%)

SOURCES OF FEE REVENUE

Total Medicines 227,037,614 227,037,614

Total Services 221,694,688 295,664,000

TOTAL ANNUAL FEE REVENUE 448,732,301 522,701,614

USE OF REVENUE

Medicine Resupply 197,522,724 87 197,522,724 87

BALANCE AFTER RESUPPLY 251,209,577 325,178,890

ALLOCATION OF BALANCE

Pharmacy Administration, Salaries 12,560,479 5 16,258,944 5

Aesthetics (Gaz Medicaux) 50,241,915 20 65,035,778 20

Medical, Lab Supplies, and Equipment 50,241,915 20 65,035,778 20

Personnel Performance Bonus Pool 87,923,352 35 113,812,611 35

Maintenance, Cleaning 12,560,479 5 16,258,944 5

Office Supplies 12,560,479 5 16,258,944 5

Utilities, Transport 12,560,479 5 16,258,944 5

Miscellaneous Administrative Contingency Fund 12,560,479 5 16,258,944 5

Depreciation 0 0 0 0

TOTAL OUTLAY OF REVENUE 448,732,301 522,701,614
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APPENDIX B
MODIFICATIONS TO PROPOSED FEE STRUCTURE



SUMMARY PROCEEDINGS OF THE WORKSHOP
APRIL 5-9, 1994

The Ministly of Health and Population (MOH) of the Central African Republic (CAR) asked the Health
Financirg and Sustainabilt(HFS) Prgect to develop a proposed comprehensive fee structure for a national
program of cost recovgrfor government health services and to send a team tguBtanprepare and participate
in a workshop to make decisions on the fee structure and related implementation policies. The workshop was
held April 5-9, 1994, and marked the culmination of seugans of health financinassistance to the CAR from
the U.S. Ayenq for International Development (USAID) and foggrars of assistance from the HFSjBob.

HFS degyned the workshop in two phases. The first phase, held April 5-7, 1994, was a theessian
with a small workgroup of senior staff from the MOH and the Minystf Finance. This smagjroup session
offered participants an opportuniio ergage in extensive and informal discussion and to develop a proposal
in which they had confidence, usiras a startig point the HFS proposal outlined in the lyaaf this report.

The oljectives of the workshop were to:

4 Achieve consensus on final policies for a comprehensive plan of nationwide costyrémoVEDH health
services;

4+ Make recommendations to the Minister of Health on a fee structure for all levels ydtdra,s0n specific
prices, on use of revenues collected from fees, argbwernment buget fundirg for health; and

4+ |dentify the main components of phased implementation of the new plagitoibdune 1994.

Participants in the smajkoup ready reached a consensus on the overall fee structure as proposed, with
several chages in the details. Thgroup was as concerned about the revenue potential and incentives for health
worker performance under the proposgstam as about patients’ abylito pay. Thegeneral effect of the
charges offered # the smallgroup was to choose fee levels that weghi than in the HFS proposal, but that
were nevertheless within the ganof the population's abpditand willingness to pa for health services, as
gawed ty available evidence.

The second phase of the workshop, held April 8-9, 1994ghtaogether 40 people represergithe MOH
and othemgovernment ministries, the Office of the President, the Parliament, and bilateral and multilateral
donors. At this lager group session, the MOH worgroup presented its detailed recommendations on a
comprehensive cost recoygerogram and responded to questions. Thgdagroup swgested modifications
and reached a broad consensus on the recommendations to be forwarded to the Minister of Hgadtlp The
also identified areas of debate about which the minister and gliernment officials should be aware in
making final policy decisions.

The participants reached consensus on estaldighiiee structure and prices thatgarfrom full cost
recovey for medicines to partial cost recoyefor consultation and hospital inpatient services. The
recommendations covered fees for all inpatient and outpatient medicines and contraceptives, a consultation
surchage to cover the cost of vaccines, outpatient consultations and migerysumnpatient hospital sya,
child delivel, and laboratorand X-rg services at national facilities. The workshop also reactyesment
on the use of fee revenues for restogkimedicines, for the purchase of other needed medical supplies and
guality improvements, and to provide incentives for personnel performance.



Participants also made decisions about the broad outlines of a phased implementatigritstateluded
immediate priorities for establisigra mechanism for purchagiand distributig essentiafjeneric drgs so that
they would be available at all MOH health facilities. The implementation giyatso included draftgand
approval of implementimpregulations; conductig an information campgn for health personnel, public and
private oganizations, and thgeneral population; and develogineeded supervision, monitogirtraining, and
financial mangement gstems.

Workshop participants also debated redgigovernment subsidies for civil servants’ health costs yappl
a cap for “catastrophic” medical expenses, andguskistirg informal andgovernmental ystems to assist
indigents. The areas of discussion ttaterated the most controvgiiscluded alternative methods ofypag
for vaccines, contraceptives, inpatient hospital services, and the caregehtadin addition, participants held
an extended discussion about phasie implementation—specificglivhether the comprehensive new policies
should be started in Bgui, outside Bagui, or simultaneouslin all parts of the countr

The proceedigs of the lager workshop were broadcast on national radio and television. On theyladt da
the lage group session, a personal representative of President Patasse made a speech in which he assure
participants of thgovernment’'s support of thgoals of cost recovgr He reminded participants that President
Patassé had been minister of health dypttie 1970s, that he maintained a srimierest in the countis health
services, that he had beegtiy critical of the corruption that occurred under the national health gateins
introduced and subsequgntiropped in the mid-1970s, and that he believedjarfilaw of the national health
card ystem had been that the funds from the sale of the card had been returned to thg dmdasoirused
to improve services at the health facilities. He stated emphwtitat President Patassé would not allow
diversion of fee revenues, that cost recgwepuld be successful onif carried out independestlof the
national Treasyy, and that fee revenues must remain at the fat@tel to be used to improve service deljver
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HIGHLIGHTS OF THE WORKSHOP DECISIONS
Preconditions for Implementation

The smalligroup identified the followig preconditions required for the implementation of a national cost
recovey program:

4+ Make essential dgs ingeneric form available to afjovernment health facilities;

4+ Pay government salariesgalarly;

4 Grant partial financial autongnto health facilities to enable them to keep the fee revenugsahect

and decide how to spend the fee revenue;

4+ Maintaingovernment health bggt at the current level; and

Grant duy-free import ofgeneric drgs.

>

The lagergroup ready agreed that this was a minimal list of preconditions necgd$sathe success of cost
recovey in the CAR.

Medicines, Vaccines, Contraceptives

The HFS proposal recommended that patienggipa full cost of all inpatient and outpatient medicines at
all levels of the healthystem. The proposal also recommendegnugfees for vaccines and for contraceptives.

The proposal sygested that medicine fees be set at a price equal to three times the purchase price at the point
of origin. Based on current operagiexperience in the CAR, this formula could be expected to cover all costs
related to medicine purchase, transport, and distribution, and would provide a small(fi@percent of the
final sale price) t@enerate operatirevenues for the facilities. In order to keep the fee for vaccinations at a
minimum, the proposal recommended the same formula for vaccingeshas for other pharmaceuticals,
without an additional chge for the cold chain costs associated with vaccine transport angestohe final
prices to patients would reflect a modest amount of internal cross-subsidization, under which the least expensive
pharmaceuticals and contraceptives would be soldjla¢hprices to enable the more expensive ones to be sold
at or below omginal purchase price.

The proposal recommended uniform medicine fees timawt the counyr. That is, each medicine would
have its own specific price related to itsgoral cost, but each of those specific fees would be the same
evelywhere in the counyr

Modifications and Decisions

The small workgroup adopted the proposal for medicines, vaccines, and contraceptives withget chan
They clarified that the medicines made available tgtothe public healthystem would be essentigéneric
drugs as classified in the international code. yldéscussed the possible impact of fees for vaccines on
vaccination coveige and rates and concluded that the proposed fees would not inhibit utilization, based on 1)
recent experience showjithat people sajnt and paid for immunization from the private sector when vaccines
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were not available in the public sector, and 2) evidence a recent from househojdirsiineeCAR about
willin gness to pafor immunizations.

The lager group made one nmar chamge to the medicine proposal: Vaccines are to remain free ajechar
and an unspecified increase would be added to the proposed outpatient consultation fees to cover vaccine costs
The lager group almost adopted a similar amendment for contraceptivegyreetanstead to chge fees, with
a specific requirement that the final prices for contraceptives should reflect an internal cross-subsidization to
lower the fee for the most expensive methods.

A representative from UNICEF and some MOH personnel glyoresisted the proposal to charfor
vaccines. The UNICEF representative expressedgironcern that fees for immunization would reduce
utilization and prevent the CAR from reaapimmunization coveige goals. The responses of the MOH to this
concern first emphasized findjs and widespread evidence from recent signand from recent utilization
experience that people in the CAR are wglio pg for immunizations. Second, thhemphasized the desire
and need to reduce dependence on donor fgridmvaccines, citig recent evidence of reductions in that
funding and absence of vaccines. Nevertheless, aftgihiediscussion thgroup appeared to reach a consensus
to adopt the UNICEF representative’s modification.

The lagergroup also egaged in lemthy discussion about whether to cpafor drugs for chronic illnesses
such as tuberculosis and leproblo consensus could be reached on thigestib part of theroup strogly
favored free distribution of these medicines for public health reasons, and pargafupdavored patient
payment.

Outpatient Consultations

The HFS proposal recommended that all patienysether a pharmacservice fee (at health posts) or a
consultation fee for each visit (at all other health facilities), with the specific prig@gaccordirg to the level
of care based on thgpe of faciliy and health personnel delivegithe service. When minor outpatientggry
is needed, patients wouldypa fee for the outpatient gary instead of the consultation fee. Laborgttasts
and X-rgy exams would be provided free of chauif required as part of a consultation. Patients wowdqa
medicines separatefrom the consultation or pharmaservice fee levels of the healystem.

Modifications and Decisions

The smallgroup made three chges to the proposal for outpatient consultations. Outpatients woyla pa
separate fee for laborayotests and exams performed at facilities in@aisuch as the National Laborator
for Blood Transfusion and the National Laborgtéor Sexualy Transmittable Diseases. Thenade this
decision to be consistent with the curregidiative requirements for these centers to be finag@alonomous.

In addition, the smafijroup chaged the pharmacfee at the health post level to a consultation fee and thus
made a fee applicable to all visitsgaedless of whether or not medicines were prescribed. Thegmal also
agreed that pre- and post-natal visits would be paidgusareconsultations. Tlyeconcluded that the price the
had @reed on for the consultation fee would not bghrenowh to discourge these visits.
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Finally, the smalbroup decided that patients requgioutpatient sugery would pa the minor sugery fee
in addition torather than instead of, an outpatient consultation feey iffagle this decision since two actions
would be involved—i.e., a consultation would occur first, independent of the mirgemstand to ensure
additional revenue for the facijit

The lager group made two further amendments. First, rather thgrapaonsultation fee for each visit,
patients would paa fee per episode of illness, which would include the first consultation and a set number of
follow-up visits. The number of free follow-up visits would be based on the treatment protocol (i.e., the disease
being treated).

Second, in case of patient referral from one practitioner to an other in the sanyedfiadifitom one faciljt
to another, patients would ypa total fee equal to but no more than the feegduafor the hghest level of
practitioner. For example, under the fee structure propogdatiebsmallgroup, a patient seeggna nurse
practitioner (TSS) at a hospital in Bamwould py 500 CFAF and would pal,000 CFAF to see general
physician. The proposal did not expligithddress referral cases. Under thgdgroup’s amendment, if the TSS
referred the patient togeneralist in the hospital, the patient woulg pQ0 CFAF for seemthe TSS and an
additional 500 CFAF to see thgeneralist on referral. The total amount, 1,000 CFAF, equals the fee that would
have been chged had the patient ginally seen thageneralist. This decision reflected thegrgroup’s
concern that revenue both equal the amount set forghediilevel of care received and provide geition
for the most specialized personnel's services, balancadbncern that patients who are referred need ot pa
the full cost of two separate fees.

Inpatient Services

The HFS proposal recommended that all patientsadiat dail fee for hospitalization, vging accordimgy
to type of accommodation (private, semi-private, or ward room) and the level ofyfaailé. Separate fees
would not be chayed for medical services and tests, but patients woyldges for medicines. An additional
flat fee would be chaged for child delivey to recagnize lorgstandimg current practice that treats this service
as a special procedure with a separategeh&hild delivey also is a service that households can plan for and
is not an unanticipated event as are other hospital admissions.

The proposal recommended that patients samewhat fgher inpatient fees at Bgni hospitals than at
inpatient facilities outside Bami (both hospitals and health centers with beds)gBiamospital fees would be
higher in recgnition of their status as referral centers and thejinéyi level of care. Under the same principal,
fees at all hospitals and health centers outsidguBamould be the same on the assumption that, at present,
health centers and hospitals do not diffgngicantly in the qualiy of service provided.
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Modifications and Decisions

The smallgroup discussed the inpatient fee proposal at songghlemd made two chgas. Participants
readily agreed that Bagui hospital fees should begdhier than inpatient fees at facilities outside g@anMost
participants alsogreed that the level of care currgrdgiven in hospitals and health centers outsidegBatioes
not differ sufficienty to justify a hgher fee for inpatient care at non-Banhospitals. However, in order to
maintain the principal that geonal and prefectural hospitals should be referral facilities for the health centers,
thegroup decided to chge a hgher fee for inpatient sya at non-Bagui hospitals than for services at health
centers outside Bagni. The smalgroup also wanted to ensure that sufficient revenues were raised to provide
adequate incentives to hospital-based personnel outsidguiBaome of whom are gier-level medical
specialists.

Second, the smairoup decided that a maximum amount, or cgjlghould be set for hospitalizatiop &ach
facility to protect the patients fromdhi costs of an extended hospitalystie to “catastrophic iliness.” The
decided to set the specific cedirater.

The lage group greed with the smatjroup’s recommendations, but there was gtiendiscussion about
the proposal to chge for hospitalization on a per illness or pergdiasis basis, with gher fees for more
complex cases. No consensus could be reached and a vote was take¢ority woded to adopt the small
group’s proposal and opted for a flat ggilayment, vaying only accordilg to accommodation.

The lage group ready reached consensus that under eithgnaant ystem patients should paeparatsf
for medications and that fees for inpatient medicines should be set to recover their full cost.

Indigents

Following widespread advice from practitioners dgram MOH-HFS field review in late 1993, the proposal
recommended that no clgenbe made in the short run to the current formal and infolyetdras for indjents
until there was operational experience with the new cost regcaystem. The proposal emphasized the
recommendation that all patients shoulg {iee required fees and that otherg.(e relative or nghbor, or the
government social assistance gnams) should make the yraent on behalf of indents.

Modifications and Decisions

The smaligroup ayreed with the proposal but modified the principal of segksyment for all indgents,
especialy for inpatient hospital or emgengy care. The smaliroup areed to continue the current practice of
making the doctor or health worker responsible for deterngimimo is indgent and whose fees would be
subsidized with funds from the facylis general fee revenues. Thalso @reed that statistics should be kept
to monitor and evaluate the percaggtaf patients who are determinedytdle for free care.

In the lager group several participants expressed concern about people’'y &bifity fees for health
services irgeneral. Others cited the difficulties of tregtimomeless people and other gehts in Bagui who
needed emgeng care, especiallhospital care, but for whom no fagnibr communig member was available
to pay. Other participants maintained that those situations were exceptions, thagfadndommunal solidayit
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were widespread in the CAR, that “free care” is a colonial concept, and that exemption policiegeateécsub
abuse.

In the end, the lger group ayreed with the smaljroup’s proposal that no formal clgnbe made to the
current gstem. In the short run, medical personnel in the facilities would be best equipped to make decisions
about how to subsidize or receiveyp@ent for care of indjents.

Civil Servants

The proposal recommended that current subsidies for civil servants be reduced or eliminated simce (as lon
as thg receive their salariesgelarly) civil servants are amgrthose most able to pdor health services.

Modifications and Decisions

The smaligroup modified the proposal in two w& The decided that civil servants wouldypthe full fee
at the time of service, as eyene else would, but would seek reimbursement for 80 percent of the fee from the
government. This decision represented a compromise to reflect a desire to maintain the current law’s benefits
for civil servants but to better ensure that health facilities would in fact receive yollepd for the services
provided. The smalyroup thowght that civil servants would be better able to influencegtheernment to
reimburse them than health facilities.

The smaligroup also decided that an exception togleeral rule that civil servantsypa&00 percent of the
fee at the time of service should be made for MOH eyaas and their families. Thalecided that MOH
employees should not have toypary fees for consultations and hospitalization ongiteeinds that empigees
of other public service ganizations receive such services freg,, ¢elephone compagremplo/ees received
their telephone service free. The sngatlup did gree that MOH emplgees should pafor drugs. After much
debate, the smafiroup also reached consensus that all MOH eygas should benefit from the yraent
exemption, nofust those who work at the health facilities, and that the definition of Yfamduld be limited
to spouses and children. The sngatiup also greed that this provision should be monitored to see how much
fee revenue is lost due to this exemption.

The lager group areed to the smaffroup recommendations, but not before spauif that utilization ly

MOH emplgyees should be tracked clogéb prevent abuses and to measure the financial impact of their care
on the healthystem.
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Foreigners

Under current practice in the CAR, fageers must paa hgher dail fee than nationals for inpatient g$a
at hospitals or health centers. The HFS proposal dropped this distinction, recongrtteaidoregners pg the
same fee as nationals, since neither the services nor the accommodations were different.

Modifications and Decisions

The smallgroup decided to maintain current practice and togehtoregners twice the dailfee paid §
nationals for inpatient sya. The lager group did not have time to discuss this provision.

Use of Revenues

The HFS proposal recommended that fee revenues be retgitiegfacilities, rather than transferred to the
Treasuy, and that revenues be used first to resumblarmacies and maintain the medicine sy@wid
distribution ystem. After resupging medicines, the balance of the receipts would be used/ttmpgquality
improvements, such as purchase of consumable medical supplies and equipment, egtablishia pool for
personnel rewards fgood performance, and other improvements masiiyieissociated with patient-perceived
guality of care (a., transport for mobile vaccination teams and facitiaintenance).

Modifications and Decisions

The smaligroup agreed with the proposal, includijrthe provision that funds to be distributed to personnel
should be pooled and distributed based on criteria that reflect individual qualifications and performance, rather
than returned to the individuals who provided the service. After much discussipalsiheeached consensus
that non-medical personnel at the health facilities should also be included in the bonus pool. The health
manaement committees at the health centers and posts and thgemmemé boards at the hospitals facilities
would be responsible for determigirriteria for allocatig all the fee revenues, includirihe appropriate
proportion for both the personnel bonus pool and the individual personnel awards. These committees also would
be responsible for monitogrimplementation of the cost recoyesystem and expenditures.

Due to time constraints, the ¢mr group did not discuss the use of receipts.

Implementation Strategy

The HFS proposal included an outline of implementation steps and phases. It emphasized as an immediate
priority the need for havina medicine purchase and distributigrstem in place at the time the new cost
recovey system is introduced. It also recommended that the MOH implementatioygiratkide plans for
1) evaluation and monitomysystems to assess impact of recgyaiogram on revenues, qualiimprovements,
household spendi) and indgents; 2) means to identifcosts of desired quafitimprovements in health
facilities; 3) future plans for a limited/stem of subsidies for ingénts and other special cases; 4) means to
permit local flexibility beyond the national standards; §stems for chages in fees and fee allocation based
on experience; and 6) complemengtafforts to pg health worker salariesgelarly.
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The HFS presentation to the snilbup also sggested numerous specific areas in which action would be
necessaf, such as plans for informgrhealth workers, othejovernment aganizations, private ganizations,
and the public about the newssem; trainiig for health workers and magement committees; and dgsiof
financial mangement gstems and manuals for the neygtem.

Modifications and Decisions

The smaligroup ajreed with the proposal and elaborated the follgvginateyy:

4+ Make necessgregislative and rgulatoly charges,giving special attention to provide all health facilities
with partial financial autonoynso that thg can retain and spend their fee revenues gsdbeide.

4 Place top priorit on establishig as soon as possible a well-functiangeneric drg distribution gstem.

4+ Implement the cost recowesystem first in health facilities that have the most experience witlyiolgar
collecting and manging fees, for example, all health facilities in Banand in the rgions where cost
recovey is in place.

The smallgroup also identified the followmsteps, in no particular order of importance, thay theught
would need to be undertaken simultanepudépendig on resources available:

4+ Conduct informatiorf“sensibilisation”) campagns tageting thegeneral population and @eting health
personnel.

4 Develop supervision and monitogimdicators, and put the monitogiand supervisionystems in place.

4+ Modify procedures and practices where cost regoigemow takirmy place to reflect the nationalsgem,
with chamges institutedyradually to strike a balance between harmonization with national policies and
avoiding disruption in the operations of the health facilities.

4 Establish a special worlkgrgroup (“Cellule de Coordination et de Suivietd work on the implementation
plan and execution. Thigoup should be composed of health miyigtersonnel under trguidance of
an hghly placed MOH official.

The lager group debated at Igth the smalbroup’s recommendation to gi@ implementation in Bagui.
Several participants gued that implementation would have to be national from the start and that the whole
population was expectiyrand reag for cost recover. All recagnized that implementation would depend on the
resources available and on what tools were available. Some particigaeésl avith the smalbroup
recommendations that Bgur should be tayeted first, because of its proxignénd eag access and exisgrcost
recovey activities (in the hospitals and national laboratories). Othgtedrthat implementation would have
agreater chance of success in the field. No consensus could be reached.

47



The lager group swgested that basic magement and traintpmodules developed/dJNICEF as part of
the Bamako Initiative nght be modified or adopted for cost recouanplementation at the health centers.
There was consensus that tragnof personnel was a kdo the success of the implementation plan.
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APPENDIX C
PRESIDENTIAL DECREE REGULATING CHARGES FOR SERVICES
PROVIDED BY PUBLIC HEALTH ESTABLISHMENTS
IN THE CENTRAL AFRICAN REPUBLIC



PRESIDENCY OF THE REPUBLIC CENTRAL AFRICAN REPUBLIC
UNITY — DIGNITY — WORK

DECREE No. 94:336

REGULATING CHARGES FOR SERVICES PROVIDED BY
PUBLIC HEALTH ESTABLISHMENTS IN THE CENTRAL AFRICAN REPUBLIC

THE PRESIDENT OF THE REPUBLIC AND HEAD OF STATE,

Having regard to the  Constitution of November 28, 1986, as ameng&bhstitutional Laws No. 91:001
and 91:003 of March 8 and yut, 1991 and No. 92:013 of Aust 28, 1992;

Having regard to Law No. 89:003 of March 29, 1989 establigtlregeneral principlegovernirg
public health in the Central African Republic;

Having regard to Decree No. 73:006 of March 8, 1973 contgmegulations with respect to financial
approval of administrative acts at the level of ministerial departments;

Having regard to Decree No. 93:329 of October 24, 1993 contgitiia appointment of the Prime
Minister, Head of Government;

Having regard to Decree No. 93:349 of October 29, 1993 contgitiia appointments of members of
thegovernment;

Having regard to Decree No. 94:081 of March 4, 199damizing the Ministy of Public Health and
Population and establisigrihe functions and powers of the Minister;

On the proposal of the Minister of Public Health and Population,
Having consulted the Council of Ministers,
HEREBY DECREES:

TITLE I: GENERAL PROVISIONS
CHAPTER |

Art. 1 The purpose of the present decree is to implement Articles 3, 5, 6, 7, 9 and 10 of Law No.
89:003 of March 23, 1989 establispithegeneral principlegovernirg public health in the
Central African Republic.

Art. 2 Evel citizen is entitled to health and shall be free to choose his own practitioner.

Art. 3 Evel citizen has an olgation to contribute financiallto the different health services offered
by the overall gstem of health establishments and services, both public and private.



Art. 4 All public health facilities shall operate underyatem of partial margement autonomn

Art. 5 For the pgment of health expenses, the practice of thirdygaasgment shall be authorized.

TITLE Il: COVERAGES

CHAPTER Il: PRIVATE AND PARASTATAL COMPANIES

Art. 6 Agreements and contracts to cover the health expenses of patients in the private or parastatal
sector shall be concluded between the MipisfrPublic Health and Population and private and
parastatal companies.

Art. 7 The modalities of covega and reimbursement shall be established in a decree igsthes b
Minister of Public Health and Population.

CHAPTER llI: CIVIL SERVANTS AND GOVERNMENT OFFICIALS

Art. 8 Civil servants andovernment officials and their families (spouses andgm@zed minor
dependent children) shall contribute 20% of their health expenses; 80% shall be cpvbeed b
State.

Art. 9 A new budget item shall be created in the statedmido assure reimbursement of 80% of the

health expenses of civil servants ajgddernment officials at public health facilities.

Art. 10 Fees shall be ctged for drgs.

CHAPTER IV: SOCIAL WELFARE RECIPIENTS

Art. 11 Patients who are documented as recgisotial welfare from the State or local authorities shall be
covered.

Art. 12 A new budet item shall be created in the lgatiof the State or local authorities to assure
reimbursement of the health expenses of social welfare recipients at public health facilities.

Art. 13 A decree issuedylihe Minister of Public Health and Population shall set the amounts and the
reimbursement modalities of the counterpart.

CHAPTER V: HEALTH PERSONNEL
Art. 14 Emplo/ees and officials of the Ministrof Public Health and Population and their families (spouses

and recgnized minor dependent children) shall bgjible for free consultations and hospitaliza-
tion. However, the shall be required to péor drugs.



TITLE [l

CHAPTER VI: HEALTH SERVICES

Art.

Art.

Art.

Art.

Art.

Art.

Art.

Art.

15 The health services listed below shall bgetitto chages:
A outpatient visits;
4+ hospitalization;
4+ sumical interventions and plaster casts;
4 childbirth;
4+ drugs.

16 A decree issuedylihe Minister of Public Health and Population shall set the rates and the
modalities of pgment for these services.

A. OUTPATIENT CONSULTATIONS

17 Evey visit shall be suject to chages. Patients shall paccordimg to the faciliy level at which thg
are actuall examined. If thg are referred to a ¢iner level, thg shall pg the difference. In the
event of medical evacuation within the Central African Republic, patients shdhedifference to
the receivig health faciliy.

18 Pre- and post-natal examinations shall begelthat the same rate as outpatient visits.

19 Consultation shall be based on each occurrence of a disease. Follow-up visits for such occurrence
shall be free of chge. The periods of validitfor such follow-up visits shall be fifteen gafor
medical treatment and thyrtlays for sugery.

20 The chage for visits shall var accordimg to the level of specialization of the practitioner and the
size of the health faciit

21 The scale of chges for the other central establishments, ngnteé National Clinical Biolgy and
Public Health Laboratgr the Referral Center for Sexuallransmittable Diseases, and the National
Blood Transfusion Center, shall be set in decrees issut#telMinister of Public Health and
Population.

22 The scale of chges for medical certificates shall be set as follows:
4+ compulsoy certificate: CFAF 1,000
4+ gpecial-purpose certificate: CFAF 2,000



B. HOSPITALIZATION

Art. 23 The scale of chges per dg of hospitalization shall be determinegithe costs of the different
services provided to patients dugitheir sty at the health facilt

Art. 24 The scale of chges per dg of hospitalization shall be set accomlio the size of the establishment
and the camgory of hospitalization selected.

Art. 25 Hospitalization cagories shall be determineg lthe followirng criteria:

4 first class: hospital room with one bed;
4+ second class: hospital room with two or three beds;
4 third class: hospital room with four or more beds.

A decree issuedyithe Minister of Public Health and Population shall set thegelsdor
hospitalization in private rooms and special suites.

C. DRUGS

Art. 26 Patients admitted for outpatient consultations or to hospital slydibptheir drys at the health
facility upon presentation of a medical prescription.

Art. 27 A decree issuedylihe Minister of Public Health and Population shall establish the golesrnirg
the sale of drgs.

D. DISPOSITION OF REVENUES

Art. 28 Revenues from the sale of essentiafislighall be used preferentiatb replenish the health facylls
suppy of essential drgs.

Art. 29 Revenues from outpatient consultations shall be used to improve theydefiservices and to pa
a share to all the staff of the health fagilit

Art. 30 The share nyain no case exceed 30 percent (30%) of the total revenues available from outpatient
consultations and care.

Art. 31 The modalities for distributinshares of revenues and the pertinent pergestshall be setytthe
board or mangement committee of the health fagilit

Art. 32 The present decree, which supersedes all prior provisions thatomitict with it, notaby Decree
No. 091/65 of March 8, 1991, shall take effect from the date ofgissire. It shall be recorded and
published in the Official Gazette of the Central African Republic.

Bargui
September 29, 1994
Ange-Félix Patassé
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